
Betsy Nicoletti, M.S., CPC

A Resource Presented By





Content

About the Author .................................................................................. 1

Guide to Coding Introduction ..................................................................... 3

Explanation of Code Sets and Fees   ......................................................... 3

 ......................................................... 5

Guidelines for Diagnosis Coding  ........................................................11

A Final Note  .............................................................................................13

Coding Toolkit .............................................................................................15

 Medicare Fee Calculation .......................................................15

 Global Surgical Case Examples  ...........................................15

 Common Billing Terms .......................................................16





The Medical Practice Guide to Coding: How to Avoid Denials and Improve Reimbursement

www.kareo.com       ©     Kareo, Inc.  (888) 775-2736 1

Betsy Nicoletti, M.S., CPC, is the author of The Field Guide to Physician 
Coding and the Physician Auditing Workbook, as well as founder of 
Codapedia.com, a Wiki for reimbursement for physician services. She 
developed The Accurate Coding System 
to help doctors get paid for the work they 

for practitioners and engages physicians 
in a positive and respectful way, which 
encourages attention and accuracy in 
their coding. Besides doing auditing and 
compliance work, she is a speaker, writer 
and consultant in coding education, billing 
and accounts receivable.

Betsy holds a Masters of Science in 
Organization and Management from Antioch, 

over 
r of the 

National Speakers Association, the Medical Group Management Association 
and the Healthcare Financial Management Association.

Featuring Betsy Nicoletti, M.S., CPC
Go to: https://www1.gotomeeting.com/register/521526449

What You Can Do to Prepare for Medicare Payment 
Reductions

Featuring Betsy Nicoletti, M.S., CPC
Go to: https://www1.gotomeeting.com/register/458488761

Medical Billing Compliance—How to Keep CMS Out 
of Your Business

Featuring Betsy Nicoletti, M.S., CPC
Go to: https://www1.gotomeeting.com/register/502304785

About 
the author

Betsy is a top contributor in providing tools 

to help medical practices. Visit Kareo’s 

Resources to find more from Betsy.

Complimentary
Webinars





The Medical Practice Guide to Coding: How to Avoid Denials and Improve Reimbursement

www.kareo.com       © 2014 Kareo, Inc.  (888) 775-2736 3

‘‘Coding involves 
sophisticated knowledge 
beyond simply procedural 
and diagnosis codes. 

How do physicians and their staff learn about coding?  They often learn from 
the person sitting next to them or in a two-week rush of information provided 
at orientation. Some may receive formal training which is invaluable, but also 
expensive and time consuming.  And although there are plenty of coding 
websites, maneuvering within a website to learn the precise data needed for 
your particular clinical situation isn’t easy. Even experienced coders can be 
hard-pressed to cite the underlying principle behind what they do. “I heard it at 

ule.

In this white paper we will establish a baseline for understanding the code 
sets used for successful coding.  Then, we will review best practices for 

complicated 

Importantly, we provide example after example of the correct coding to use in 
situations where the rules are often confusing or complex to help physicians, 
new coders and more experienced staff master the rules needed to accurately 
translate the narrative of a visit into an acceptable code.  

Coding involves sophisticated knowledge beyond simply procedural and 

 Correct 
Coding Initiative and other similar complexities.

Clinicians describe their services using Current Procedural Terminology 
(CPT)® codes and Healthcare Common Procedure Coding System (HCPCS) 

numerical codes developed by the American Medical Association (AMA).  
Center 

for Medicare and Medicaid Services (CMS.) HCPCS codes include Durable 
Medical Equipment, ambulance services, medications, temporary codes 
and preventive screening services, which CMS wants to differentiate from 

screening or diagnostic colonoscopy is 45378.  CMS has developed HCPCS 
codes for screening colonoscopies, G0105 and G0121 to differentiate 
screening procedures from diagnostic and treatment services.  

Currently, payment for physician services is based on what was done, that 
is, the CPT or HCPCS code selected. The CPT code and the payer contract 
drive the payment to the physician practice.  Payers use many methods to 
determine the level at which a service is paid: 

Guide to Coding 
Introduction

Explanation of 
Code Sets & Fees
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• Some payers use a proprietary fee schedule based on usual and 
customary charges; 

• Medicare bases its payments on Relative Value Units (RVUs), 
adjusted by geographic area and multiplied by a conversion factor.   RVUs 
are calculated by Medicare each year, and include three components:  
work RVUs, practice expense RVUs and malpractice expense RVUs; 

• Many private insurers use Medicare fees in their contracts with 
physicians, paying them a percentage of Medicare allowances.  This can 
be based on national Medicare rates, or on rates with geographic indices 
factored into the fee refererd to as Geographic Practice Cost Indices 
(GPCIs).  If a practice is in an area with GPCI multipliers less than 1, the 
national rate is higher.  If the practice is in an area with GPCI multipliers 
greater than 1, the local rate is higher; and

• Laboratory services are paid based on Medicare’s laboratory fee 
schedule.

Medicare Physician Fee Schedule

The Medicare Physician Fee Schedule Database (MPFSDB or MFS) is 

series of payment indicators, and provides the answers to questions such as:
• ed as 

bilateral?

• How many global days does a procedure have?

• Is an assistant at surgery paid for the procedure?

• Can the procedure be performed by co-surgeons?

• 

• Does the diagnostic service have both a technical and professional 
component?

• What level of physician supervision is required for diagnostic tests?

You can learn this information by downloading the fee schedule and the 

Understanding both the code sets and the rules related to using the code sets 
are key to revenue cycle performance for a medical practice.  Reimbursement 
depends on accurate coding and applied knowledge of coding rule
the medical practice and the clinical services it performs.
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T or HCPCS 
code) to signify to the payer that there were special circumstances related to 
the service. They do not change the description of the original code.  Some 

lphabetical
and are published in the HCPCS coding book. 

systems and allow a claim that might have been denied to be paid.  For 
example, using  57 on an Evaluation & Management (E/M) service 
at which the decision for major surgery was made on the day of the surgical 
procedure will allow the surgeon to be paid for both the E/M service and the 

the service was jointly provided by a Teaching (Attending) Physician and a 
resident and is being submitted for payment under the Teaching Physician 

be helpful in claims submission, such as left, right, individual digits, upper and 
lower eyelids.  (RT, LT F1, F9 for example.)

CPT uses  80 for an assistant at surgery.  However, HCPCS has 

Diagnostic Services

Diagnostic services such as imaging have both a technical and professional 
component and can be billed globally or broken into those components, 
depending on what part of the service was performed.  The technical 
component (  TC) includes payment for the cost of the equipment, 
supplies and staff.  The professional component (  26) is the physician 
interpretation and report.  The results of a diagnostic test refers to the print 
out or image, and these results are part of the technical component.

The correct coding for diagnostic services is dependent upon who owns the 
equipment and who provides the services.  If the group owns the equipment 
and performs the test and the interpretation and report, bill for the service 

and performs the test but sends the results out for interpretation, bill only 

for the test.  Radiologists who interpret test results performed in a hospital 
bill only for the professional component, using  26 on the CPT 

Effective Use of 

‘‘will bypass edits in payers’ 
claims processing systems 
and allow a claim that 
might have been denied 
to be paid.
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code.  Only one physician may be paid to interpret the test.  Sometimes, a 
physician may review images from studies that the patient brings along, which 
have already been interpreted by a radiologist.  For example, a patient may 
bring her mammogram results for a breast surgeon to review.   The surgeon 
may not bill additionally to review the images.  Reviewing the image adds 
complexity to the E/M service and may affect the level of service, but it is not 
separately billed as a diagnostic service.

When doctors provide the professional component of a test, a separate report 
is required.  Many orthopedists have imaging capability in thei
the equipment, interpret the results and bill for the service globally, with no 

needs a separate, radiology quality report that documents the indications 
for the test, describes the test performed, (ankle, three views), and the 
interpretations of the test.

Global Surgical Package

An understanding of the rules inherent in a global surgical package is 
important for primary care clinicians who perform minor procedures and for 
surgical specialists. The concept of paying physicians a global payment for 
all services related to a surgery started in 1992, with the implementation of 
the Resource Based Relative Value System (RBRVS).  The global surgical 
package describes the components of the global package, and establishes 
the post-op period for surgical services, which are 0, 10 or 90 days. The 
Medicare Physician Fee Schedule includes a breakdown of each surgical CPT 
code into the amount of pre-operative work, intra-operative work and post-
operative work.  The pre-operative work ranges from 8-12% of the global fee, 
the intra-operative work 70-81% and the post-operative work 7-20%.  

Included in the global payment are all E/M services provided the day of the 
surgery  (unless the E/M service meets the criteria of separate and distinct, 
for services with 0-10 day periods, or unless the E/M service was the decision 
for surgery, for services with a 90-day global period), the intra-operative 
work, and the related post-operative work for the number of days assigned to 
the code by CMS.  For Medicare patients, the fee includes care of all post-
op complications in the global surgical package unless a return trip to the 
operating room is required.

A clinician may bill for both an E/M service on one day and a minor surgical 

and the procedure were performed on the same day and were unrelated 
(for example, hypertension addressed at the E/M, and wart destruction on 

‘‘An understanding of the 
rules inherent in a global 
surgical package is 
important for primary care 
clinicians who perform minor 
procedures and for surgical 
specialists.
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the same day), bill for both, appending  25 to the E/M service.  Link 
gnoses to both 

services.

A clinician may also bill for both an E/M service and a procedure provided on 
the same day when the services are related, such as a patient presenting for 
evaluation and the clinician decides to perform a diagnostic or therapeutic 
service during the same visit. An example of this situation is a gynecologist 
who is asked to see a patient with abnormal bleeding and decides to do an 
endometrial biopsy on the same day. Both services may be reported and 
should be paid.  Report the E/M service with  25, and use the same 
diagnosis code. Why  25?   Because the procedure performed has 
0 or 10 global days (ten in this case) and the E/M was separate and distinct.  

on an established 
patient, when no other problem is addressed.  As an example, if the patient 
presents for wart destruction, bill only for the destruction.  It is incorrect to 
automatically bill an E/M service.

Chapter three of the National Correct Coding Initiative (NCCI) states:

“The decision to perform a minor surgical procedure is 
included in the payment for the minor surgical procedure 
and should not be reported separately as an E&M service.  

service unrelated to the decision to perform the minor 

25. The E&M service and minor surgical procedure do not 
require different diagnoses.  If a minor surgical procedure 
is performed on a new patient, the same rules for reporting 
E&M services apply.  The fact that the patient is “new” 

an E&M service on the same date of service as a minor 
surgical procedure.”

Questions are often raised regarding the ability to bill a preoperative history 
and physical (H&P) performed because the hospital requires the H&P visit 
within thirty days of the surgery.  Some surgeons believe they can bill for a 
visit after the decision for surgery was made and before the surgery for the 
purpose of the H&P, completing the consent forms and educating the patients 
about what to expect. This is incorrect.  This is not a separately payable 
service and should not be billed.

‘‘Questions are often raised 
regarding the ability to bill 
a preoperative history and 
physical (H&P).
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The CPT® Assistant
a quote from their newsletter: 

“If the surgeon sees a patient and makes a decision for 
surgery and then the patient returns for a visit where the 
intent of the visit is the preoperative H&P, and this service 
occurs in the interval between the decision-making visit and 
the day of surgery, regardless of when the visit occurs (1 
day, 3 days, or 2 weeks), the visit is not separately billable as 
it is included in the surgical package.”

or hospital) when the decision is made to perform a major surgical procedure 
(one with a 90-day global period) that day or the next day.  For example, a 
patient presents to the ED with new onset abdominal pain.  The surgeon is 
called to the ED, decides to admit the patient and schedules the patient for 

ed as those 
with ninety global days, bill for both the E/M service and the procedure, when 
the E/M service results in the decision for surgery that day or the next day.  
Append  57 to the E/M service.  The same diagnosis may be used.

Post-Operative Billing

There is one more circumstance in which a physician may be paid for an E/M 
service during the ten-or ninety-day global period.  When a patient returns for 
an unrelated problem during the post-operative period, bill for the E/M service 
with  24, and use the diagnosis for that day’s problem.   For example, 
a patient in the post-operative period from a lesion excision returns to the 

CMS and CPT have different rules for complications during the post-op 
period.  Medicare will not pay for any complication unless a return trip to the 
operating room is required.   A physician will not be paid for seeing a Medicare 
patient in the post-operative period who needs a seroma drained or wound 
packed.  CPT, however, describes the typical post-operative follow-up in the 
introduction section to surgical services as “Typical postoperative follow-
up care.”   For patients with commercial insurance, bill for complications in 
the post-operative period, using  24 on the E/M service and the 
complication for the diagnosis.
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National Correct Coding Initiative (NCCI)

The National Correct Coding Initiative (NCCI) was developed by CMS as a 
 of these as 

bundling edits.  NCCI outlines which service is a component code of another 
(bundled) and which codes are mutually exclusive.   On the CMS website, a 
document that describes the purpose of NCCI states the following:

“The National Correct Coding Initiative (NCCI) (also known 
as CCI) was implemented to promote national correct 
coding methodologies and to control improper coding 
leading to inappropriate payment. NCCI code pair edits 
are automated prepayment edits that prevent improper 
payment when certain codes are submitted together for 
Part B-covered services.  In addition to code pair edits, the 
NCCI includes a set of edits known as Medically Unlikely 
Edits (MUEs). An MUE is a maximum number of Units of 
Service (UOS) allowable under most circumstances for a 
single Healthcare Common Procedure Coding System/
Current Procedural Terminology (HCPCS/CPT) code billed 

NCCI consists of a lengthy policy manual, divided into chapters
chapter, General Coding Principles, is applicable to all specialties.  Later 
chapters correspond to CPT sections.  For example, chapter 6 of the NCCI 
manual describes policies related to the digestive system 40000-49999.  If 
your medical practice uses these codes, download the manual and read the 
chapter to understand NCCI’s policies for your particular specialty.  

Medical practices that provide surgical services need access to the NCCI 
edits.  These are available without charge from the Medicare website, but 
many commercial vendors provide easy-to-use and understand programs with 
the NCCI edits built in.   Use the procedure described in this paper to know 
whether to report the second and subsequent procedures, and whether to use 

 51 or 59.  

If a service is denied as “incidental” to another service, check the NCCI edits.  
Some payers use their own edits in bundling services.  When they do, the 
denial often includes language that states “This service was denied because it 
is incidental to the primary procedure.”  If the payer doesn’t follow NCCI edits, 
the only recourse to obtain payment for the service is through contracting.  
Appealing each denial will probably not result in additional payment.

‘‘NCCI outlines which 
service is a component 
code of another (bundled) 
and which codes are 
mutually exclusive.
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Billing for Multiple Procedures & Payment Implications

One of the most confounding issues in a surgical practice is whether to use 
 51 or 59 on a second procedure, or whether to leave off the second 

procedure all together.  The answer to this question is found in the bundling 
edits.

1. List all codes for the procedures performed

2. Note whether the procedures performed were done via the same 
compartment, incision, site, organ system, lesion, injury, session and by 
the same surgeon.  If all are the same, note “same.”  If any of the above 
were different, note “different.”

3. Check the Relative Value Units for each procedure, and note them next to 
the code.  The code with the highest RVU is the primary procedure.  The 
others are secondary procedures.  Note the primary procedure.

4. Check the CCI edits.  If the secondary procedures are component codes 
of the primary procedures, and the procedure was the same (as indicated 
above), bill only the primary procedure. Use the current version of the 
NCCI edits.

5. If the secondary procedures are not component codes of the primary 
ll the 

-51 .  This indicates that multiple procedures were performed 
that fall into the category of “same” as indicated above. (Not all payers 
required/want -51  on a claim)

6. If the secondary procedures are component codes of the primary 
procedure, but the procedure meets the different criteria above (different 
session, compartment, lesion, injury, etc) bill the primary procedure with 

-59 .

Payers will not pay for bundled procedures separately if performed through 
the same incision, etc.   -59 signals to the payer that even though this 
is a bundled procedure, it is separately payable (within the multiple procedure 
reductions) because it was a different session, incision, compartment etc. 
It essentially informs the payer that this is not a duplicate or repetitive 
submission. It is a component code of the primary procedure, but pay it 
because it is a different session, site, compartment, incision, etc. 

Medicare has indicated that  59
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‘‘Diagnosis coding 
establishes the medical 
necessity for the service.

Using  51 allows you to be paid for multiple procedures in the same 
day that are not bundled together.  Medicare payers do not require  
51 on the claim form, however commercial payer policy varies so it is 

Place of Service (POS) Code

When submitting a claim, medical practices are required to indicate the place 
the service (POS) was provided using a two digit POS code.  These codes 
are found in the front of the CPT book.  Medicare and other third party payers 
pay some services differently based on the place of service.  For example, a 

 than a minor 
procedure performed in an outpatient department or ambulatory surgical 
center.  The Medicare Physician Fee Schedule has different RVUs for the 
practice expense component depending on whether the service is performed 
in a facility (Ambulatory Surgical Center, hospital, nursing home, etc) or non-

 place of service.

Case managers in hospitals are constantly telling physicians to document all 

condition and its severity.  Hospital payment is based on diagnosis coding 
for Medicare and with many private payers.  Physician services, however, 
are paid based on the CPT/HCPCS code.  Diagnosis coding establishes the 
medical necessity for the service.   Physician services are paid based on 
CPT but are often denied based on diagnosis.  Link the diagnosis code to the 
service performed.  For example, link immunizations to the spec
that describes the need for immunization.  Link a diagnostic test (for example, 
quick strep test) to the symptom or condition that was the reason for the test 
(for example, pharyngitis).  In some cases, it may be appropriate to link all 
diagnoses to all CPT codes on the claim form, but use care when there are 
multiple lines.

Diagnosis coding for medical services performed in the United States are 
currently coded using ICD-9 codes.  Services provided on or after October 1, 
2013 (Note: This deadline may change pending a review by CMS announced 
on February 15, 2012) will be coded using ICD-10 codes.  The rules for 
coding physician services in both systems are similar, although ICD-10 

l education and 
training for a medical practice’s physicians and coding staff.  

Guidelines for
Diagnosis Coding
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The new electronic version of a claim form that is part of the 5010 format 
allows for up to eight diagnosis codes per line item.  Why would anyone want 
to assign eight diagnosis codes on a line item? It is probably less likely in a 

the need for more codes to describe a single condition.  For medical practices 
that have risk-based contracts or are paid based on the acuity of their patient 
population, accurate and complete diagnosis coding on the claim form is 
critical.

Reporting Guidelines for Diagnosis Coding:

1. Use the ICD-9-CM codes that describe the patient’s diagnosis, symptom, 
complaint, condition, or problem.

2. r service 
provided.

3. 
digits when indicated as necessary in your ICD-9-CM volumes.

4. Do not code suspected diagnoses in the outpatient setting. Code only the 
diagnosis symptom, complaint, condition, or problem reported. Medical 

provided for 
“rule out” purposes.

5. Code a chronic condition as often as applicable to the patient’s treatment.

6. Code all documented conditions that coexist at the time of the visit that 
require or affect patient care or treatment. Do not code conditions which 
no longer exist.



The Medical Practice Guide to Coding: How to Avoid Denials and Improve Reimbursement

www.kareo.com       © 2014 Kareo, Inc.  (888) 775-2736

Accurate coding is what gets a medical practice paid and protects it from compliance 
problems. Here are three key strategies for accurate medical coding:

1.   Review E/M rules
The category of E/M service depends on whether the patient is new or established, 

he location the service is 
provided. Unfortunately, because some payers do not recognize consultation codes, the 
correct category also depends on payer policies.

In addition to the previous information in this paper, there are two sources of these 

CPT book. The editorial comments related to E/M services answer many questions. The 
second is the Medicare Claims Processing Manual (MCPM), Chapter 12, Section 30. 
Mastering these rules will prevent denials, and the need for research and appeals.

2.   Respect the global period
 is governed by the 

global surgical package. The global package includes payment for pre-operative, intra-
operative and post-operative services in one lump sum.

7 may be billed in 

them to a procedure is akin to asking the payer to deny the cla
an E/M service performed the same day as a procedure with 0 or ten global days, when 
the E/M service represents a separate service, over and above assessing the site and 
deciding to perform the procedure.

 period that is 
unrelated to the surgery. Here, Medicare and CPT rules vary. Medicare will not pay 
for complications unless a return trip to the Operating Room is required, no matter 

complication diagnosis.

 day before a 
procedure with a 90-day global period. This allows the surgeon to be paid for the initial 
evaluation that results in the decision for immediate or next day surgery. If you have 
downloaded Chapter 12 of the MCPM then look at Section 40 for the rules on the global 
surgical package.

A Final Note
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3.   Revitalize your understanding of medical necessity
Medical necessity is like beauty: in the eye of the beholder. What the provider and 
patient think are necessary may not be covered and paid by the insurer. But, it isn’t 
really a guessing game. Medicare and many private insurers have policies about what 
services are covered, for what indications and at what frequency. Although the sheer 
volume of these coverage decisions are daunting, most medical groups perform or 
order a limited set of services and tests and can master the rules.

Medicare has both national and local coverage determinations (NCDs and LCDs) for 
many professional and diagnostic services. For example, many Medicare contractors 
and private insurers have a policy on skin lesion removal. The policy starts with a 
description of the service and the clinical indications for the service. If there are non-
covered indications, in this case, if the lesion is removed for cosmetic reasons that is 
indicated as non-covered. The CPT and ICD-9 codes that are covered under the policy 
are listed.

Some policies also indicate a frequency at which the service may be provided, such 
as foot care of the diabetic patient or providing a clinical pelvic and breast exam. Look 
for policies that describe services provided frequently in your practice and for services, 
which are denied for medical necessity reasons.

Of course the primary mission of a medical practice is patient care. But after that, medical 
practices have dual purposes: Get paid for services provided while complying with payer 
and government rules. Following these guidelines will have these two positive results.

For more information on best practices, visit Kareo’s Resources.

A Final Note
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Medicare Fee Calculation

RVU - Relative Value Units

GPCI - Geographic Practice Cost Indices

Global Surgical Package – Case Examples

As a general rule, bill for both the E/M code and the procedure, when you 
need to evaluate the patient’s symptom, condition or problem prior to doing 
the procedure—and both are documented.   The E/M component must be 
over and above the preoperative and postoperative work for evaluating the 
site and deciding to perform the procedure.  Below are some examples of this 
coding in actual clinical situations.

• Patient is sent from her primary care physician for a breast lump.  An E/M 
service and a biopsy may be billed on the same day. 

• Patient reports an episode of dizziness, falls and needs a laceration 
repair.  Both an E/M service and the repair are billable.

• ng 
hemorrhoids with pain.  Physician evaluates medical problems and 
performs an anoscopy.  Bill for both.

• Patient is referred to vascular surgeon for evaluation of peripheral 
vascular disease and non-healing wounds.  Surgeon bills an E/M service, 
debridement and for Doppler exam.

• Patient is sent to pulmonologist for evaluation of blood in sputum.  
Physician evaluates patient and performs a bronchoscopy.

• Patient is sent for evaluation of an unknown problem (abnormal bleeding) 
and physician evaluates patient before doing an endometrial biopsy

• Patient is seen for two problems:  arthritis and lesion removal.

Coding Toolkit

( Work RVU x Work GPCI )  +  ( Practice Expense RVU x Practice Expense GPCI ) 

+ ( Malpractice Expense RVU x Malpractice Expense GPCI )   x   conversion factor

Fee
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Bill the procedure only when the payment for the minor procedure includes 
pre work of examining the site, consent and explanation to the patient and, 
local anesthesia and closing or dressing site. Some examples include:

• Scheduled procedure for a known problem.  (Patient calls:  I have skin 
tags. I have a wart.)

• Laceration repair with no other trauma

• Patient is evaluated at a previous visit and is scheduled to re
for a procedure

• Planned, repeat procedure (such as wound debridement or routine foot 
care) when the medical decision-making occurred at a previous visit

• Excision/destruction of small lesions

• Breast or endometrial biopsy scheduled at a previous visit

• Bronchoscopy scheduled at a previous visit

Common Billing Terms

Center for Medicare and Medicaid Services (CMS) 
According to CMS, “The Centers for Medicare & Medicaid Services (CMS) 
is a branch of the U.S. Department of Health and Human Services. CMS is 
the federal agency which administers Medicare, Medicaid, and the Children’s 
Health Insurance Program. Provides information for health professionals, 
regional governments, and consumers.”  CMS is responsible for converting 
laws passed by Congress into policies and payment rules for Medicare, 
Medicaid and the Children’s Health Insurance Program.  CMS contracts with 
private insurers to process Medicare claims.  These Medicare Administrative 

) process 
claims, and are the face of Medicare for most medical practices and patients.  
Medicaid and the CHIP programs are administered by state government.
More info

Current Procedural Terminology (CPT)
The American Medical Association develops and maintains Current 
Procedural Terminology (CPT)® codes, which are updated annually, for 
describing medical services.  Physician practices use CPT codes to translate 

al code.  The 
CPT code is the procedure or service that was provided. CPT codes are 
considered Level I HCPCS codes, and are one of the standard code sets 
used to submit claims for medical services.
More info
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Evaluation and Management Services (E/M)
Evaluation and Management (E/M) services are services performed by 

visits, hospital services, home visits, nursing and domiciliary care, and 
preventive services, among others.  Many, but not all, are described by a 

typical times associated with them.

Healthcare Common Procedure Coding System (HCPCS)
The Healthcare Common Procedure Coding System is composed of two sets 
of codes, Level I CPT codes and Level II HCPCS codes.  (For CPT, see the 

services 
that are not included in CPT.  HCPCS codes are alpha-numeric and include 
medications, ambulance services, Durable Medical Equipment (DME) and 
some Medicare covered preventive medicine services.
More info

International  of Diseases, Ninth Revision, Clinical 
 (ICD-9-CM)

Diagnosis codes are the third standard code set used by medical practices 
to report services.  The World Health Organization publishes International 

r submitting 
claims—for clinical use—by the National Center for Health Statistics and 
CMS.  Diagnosis codes identify the reason for the service and support the 
medical necessity for the procedure.  HCPCS codes describe what was done, 
diagnosis codes tell why it was done.  Currently, claims for medical services 
are coded using ICD-9-CM codes.
More Info

International  of Diseases, Tenth Revision, Clinical 
 (ICD-10-CM)

ICD-10-CM is not an update to ICD-9-CM.  ICD-10-CM describes diseases, 
functioning and disability using a different language and organization.  ICD-10 
also includes procedure codes, but medical practices will not use those codes 
to report services.  ICD-10-CM is scheduled for implementation October 
1, 2013, however the Acting Administrator of CMS, in a speech to the AMA 
on February 14, 2012, agreed to re-examine the timeline for ICD-10-CM 
implementation. 

CMS recently proposed a new deadline of Oct. 1, 2014 and is requesting 
comment on this proposal.
More Info
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Medicare Physician Fee Schedule Data Base (MPFSDB or MPFS)
The Medicare Physician Fee Schedule is released annually by CMS in 

the Relative Value Units for HCPCS code.  In addition, the MPFS contains 
ered and 

payable.  Many commercial payers use the RVUs as the basis for determining 
current year’s 

fee schedule, or search for individual fees on CMS’s website.
More info

National Correct Coding Initiative (NCCI)
According to CMS’s website, NCCI edits were implemented to “to promote 
national correct coding methodologies and to control improper coding leading 
to inappropriate payment. NCCI code pair edits are automated prepayment 
edits that prevent improper payment when certain codes are submitted 
together for Part B-covered services.”  NCCI edits also include edits for 
services that are medically unlikely to be performed together, called Medically 
Unlikely Edits (MUEs).  NCCI has two components.  CMS updates their policy 
manual each year, and instructs Contractors and Fiscal Intermediaries to 
use it as reference tool in claims processing.  There is also a listing of coding 
edits.
More info

National Provider  (NPI)

number for covered health care providers.  According to CMS’s website,  “The 
igit number). 

This means that the numbers do not carry other information about healthcare 
providers, such as the state in which they live or their medical specialty.”  The 

More info

CPT® is a registered trademark of the American Medical Association.
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